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A hitherto unreported clinical entity, namely fecal impaction
following methadone ingestion simulating acute intestinal
obstruction, is described. Five cases admitted to the Surgical
Service of the Beth Israel Medical Center in New York City are
discussed. The nature and pathogenesis of the obstruction are
analyzed and a suggested method of managing these cases is
presented. It is emphasized that with expansion and increasing
acceptance of Methadone Maintenance Treatment Programs,
the number of such cases will increase. It is thus important that
physicians become aware of the existence of this syndrome since
involvement in methadone maintenance may be a life-long com-
mitment for persons involved, thus increasing the incidence of
the complication. It is also imperative to avoid unnecessary, and
possibly harmful surgical intervention in such cases.

EROIN ADDICTION has reached alarming propor-
tions, particularly in the large metropolitan areas. In

New York City alone, it is estimated that there are 150,000
addicts.'5 In the past, efforts to rehabilitate heroin addicts
have met with dismal results. At Beth Israel Medical Center
in New York City, methadone therapy was introduced for
this purpose in 1964 by Dole and Nyswander and has been
shown to be highly effective. '4'7 Although it substitutes one
addiction for another, authorities on the subject are con-
vinced that no other presently available therapy offers com-
parable promise.
At present in New York City, rapidly expanding

Methadone Maintenance Treatment Programs (MMTP) are
servicing 34,000 patients.5 Of these, 6,400 are presently
either tinder direct management at the Beth Israel Medical
Center and Bernstein Institute or under supervision at other
centers. Other areas of the country are now beginning to
utilize this mode of therapy. In Massachusetts, enrollment
in MMTP is only 900,12 but it can be assumed that the
development of treatment programs will follow changes in
the distribution pattern of addiction. In addition, there are
an unknown number of addicts who take the drug illicitly.
The Methadone Maintenance Treatment Program usu-
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ally involves an induction period of six to seven weeks dur-
ing which medical, psychiatric and social problems are
evaluated and incorporated into the total treatment
program. During this period tolerance almost invariably
develops and the maintenance dose generally becomes fixed
at about 100 mg per day. In studies emanating from
programs at this institution,6l" it has been shown that
tolerance to the autonomic and smooth muscle effects of
methadone develops more slowly than tolerance to the
sedative effects. At the clinical level this is manifested dur-
ing the first year of treatment by excessive sweating and
constipation. Physicians responsible for following patients
in our clinics are aware of methadone's constipating tendency
and frequently prescribe laxatives and stool softeners.
With time, in chronic maintenance, these problems become
infrequent. However, many physicians are not familiar with
these "side actions." Moreover, the Medical Letter"3 warns
that even seven years after its introduction, "the possibility
remains of long term adverse effects that are still un-
recognized, developing."
Two case reports have appeared in the literature,8'9

describing acute intestinal obstruction in drug addicts in
which heroin is regarded as the responsible agent. We are
presenting five cases in which chronic methadone users, not
taking heroin, presented with acute intestinal obstruction
indistinguishable on clinical grounds from the classical pres-
entation of the entity.

Case Reports
Case 1 (J.C.): A 24-year-old Chinese male was admitted on December

17, 1973 with a two-week history of constipation, crampy abdominal pains
for several days and two days of increasing abdominal distension. There
was no vomiting, diarrhea and no previous history of constipation or sur-
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gery. The patient was a member of MMTP for six months with a cuirrent

dose of 60 mg per day.

Examination revealed a markedly distended abdomen, generalized

tenderness, no rebouind tenderness and absence of bowel souinds. Rectal ex-

aminati()n revealed soft stool in the ampuilla. An abdominal x-ray stuidy

showed air-fluiid levels throuighouit the small bowel with stool throuighouti

the colon (Fig. 1).

The patient was given intravenouis fluiids, buit nothing by mouith. He was

treated with both high colonic enemas and Bisacodyl (Duilcolax) suip-

positories fouir times per day for three days, followed by oral cathartics.

He improved dramatically after passing large amouints of hard feces. A

followuip bariuim enema showed no bowel pathology.

Case 2 (P.W.): A 19-year-old white male presented on March 19, 1973

with a five-houir history of crampy abdominal pain and one episode of

vomiting. His bowel movements had been reguilar and he denied constipa-

tion. There had been no previouis suirgery. He had been a member of

MMTP for eight months with a maintenance dose of 80 mg of methadone

per day.

Physical examination revealed a flat, non-tender abdomen, no scars, and

hypoactive bowel souinds. Hard stool was felt on rectal examination. An ab-

dominal x-ray film showed muiltiple air-fluiid levels in small bowel and

colon loaded with stool (Fig. 2).

He was treated initially with nasogastric suiction and intravenouis fluiids

The next day high colonic enemas followed by cathartics were uised. The

patient improved immediately after passing large quiantities of hard stool.

He failed to retuirn to the hospital for a bariuim enema.

Case 3 (J.M.): A 51-year-old Negro female was admitted on December 20,

Fic;. 2. (P.W.) Upright roentgenogram of the abdomen taken on admission

to hospital and showing muiltiple air-fluiid levels.

~~~~~~~~1973 for alcohol detoxification and was being treated with paraldehyde in

addition to her methadone. She developed abdominal cramps, distension

and had fouir episodes of diarrhea the following day. Past history inclulded

an abdominal operation five years prior to admission (type?). She had

attended a MMTP for three years and was maintained on 100 mg of

methadone per day. Suirgical consuiltation was souight. Examination re-

vealed a distended, tender abdomen. Bowel souinds were hyperactive with

ruishes. Rectal examination revealed soft stool in the ampuilla. An ab-

dominal x-ray film showed muiltiple small bowel air-fluid levels (Fig. 3).

..... ~~~~~~~~~~~Thepatient was initially treated with intravenouis fluiids, given nothing

by mouith, and decompression started uising a Cantor Tuibe. Symptomatic

improvement was noted and the tuibe was removed. The following day she

again developed abdominal cramps and distension. She was treated with

high colonic enemas and Bisacodyl suippositories fouir times per day which

resuilted in the passage of large amouints of stool. She improved clinically.

An uipper gastrointestinal series and bariuim enema performed prior to dis-

charge from the hospital were normal.

Case 4 (H.P): A 30-year-old white female was admitted on October 20,

1973 with a one-day history of abdominal cramps, distension and obstipa-

tion for two days. Nauisea was present, buit no vomiting. Past history in-

chtided previouis operations for a duiodenal uilcer, appendectomy, and

ureterolithotomy. She had been a member of MMTP for one year, was

maintained on 100 mg of methadone per day, and in addition was known

to be addicted to barbituirates.

Examination on admission showed moderate abdominal tenderness, no

abdominal guiarding, and hypoactive bowel souinds. Rectal examination

yielded soft brown stool. Abdominal x-ray stuidies showed large amouints of

Fi .1. (J.C.) Upright roentgenogram of the abdomen taken on admission stool in the left colon with distended small bowel loops and air-fluiid levels

to hospital and showing muiltiple air-fluiid levels. (Fig. 4).
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Fi;. 3. (J. M.) Suipine (left)
and erect (right) roentgeno-
gram of the abdomen, show-
ing dilated small and large
bowel loops and muiltiple
air-fluiid levels.

A Cantor Tuibe was inserted and intravenotus fluiids started. Good small
bowel decompression was achieved. After two days the Cantor Tube was
removed and copiouis bowel movements were obtained by means of high
colonic enemas. A bariuim enema performed after discharge was normal.

Case 5 (W.C.): A 31-year-old Puerto Rican male was admitted to our
Emergency Department and suibsequiently underwent an exploratory
laparotomy for a stab wound of the abdomen on Auguist 26, 1973.
Operative findings incluided a laceration of the transverse colon and of the
jejuinuim. The latter was oversewn and a transverse colostomy was per-
formed for the former. The postoperative course included a wound infec-
tion which resolved satisfactorily, and the patient was discharged on the
21st postoperative day with the colostomy functioning well. Past history in-
cluided a thoracotomy, also for a stab wouind. The patient was a member of
MMTP, taking 100 mg methadone daily and had been in the program for
31/2 years.

Fouir days following the discharge he developed crampy abdominal pain,
nauisea and the colostomy ceased to fuinction.
On examination, the abdomen was distended, diffusely tender and bowel

sounds were hypoactive. The colostomy was not passing gas or fluid. A
Cantor Tuibe was passed per os, a rectal tuibe placed through the
colostomy, and intravenouis fluiids started. The patient began passing hard
stool spontaneouisly via the colostomy with resoluition of the symptoms. He
uinderwent a colostomy closuire and was discharged after having a barium
enema which showed no pathology.

Discussion
Methadone hydrocholoride is a long-acting synthetic nar-

cotic available for oral uise. The analgesic effects are similar
to those of morphine. Its effectiveness against heroin addic-
tion results from its ability to block the euphoric effects of
heroin and cravings for the opiate. The "highs" and the

"sicks" of heroin abuse are eliminated. As a result of these
methadone maintenance programs, our addict patient pop-
uilation has been shown to be capable of leading active and
productive lives, with a significant percentage being gain-
fuilly employed and with crime involvement substantially
reduced. Full cooperation is required for a patient to remain
in the treatment program and the successfuil retention rate
for 1972 was 76%.
Methadone and other morphine-like drugs have well-

established effects on the gastrointestinal tract.2'10'14
"Methadone causes relaxation of isolated intestine and in-
hibits the spasmogenic effect of acetyl choline and
histamine on such preparations. However, in the intact, un-
anesthetized animal, methadone, like morphine, increases
intestinal tone, diminishes the amplitude of contractions
and produice a marked decrease in the propulsive activity of
the intestine."10 The resultant slower passage of the in-
testinal contents leads to an increased absorption of water
and hence, hardened or inspissated feces. Therefore, on
pharmacological grounds, it is reasonable to assume that
chronic methadone usage can give rise to fecal impaction. It
can also be assumed that, acting in a precipitating and
aggravating capacity, the condition may progress, in ex-
treme cases, to acute intestinal obstruction. This syndrome
may be much more common than its absence from the
literature indicates. In 1973, we, at Beth Israel Medical
Center in New York City, admitted five such patients to the
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Fic. 4. (H. P.) Upright roentgenogram of the abdomen taken on admission
to hospital and showing multiple air-fluid levels.

surgical service. This represented 4% of the methadone
uisers admitted to the service for a variety of other surgical
problems.
Symptoms and clinical findings in these patients may be

indistinguishable from those of other patients seen with in-
testinal obstruction. Uniformly, they give a history of
colicky abdominal pain, increasing abdominal distension
and obstipation; occasionally they admit to previous con-

stipation and in one instance the diarrheal pattern
sometimes found with fecal impaction developed (Case #3).
On examination they may appear in great distress. Ab-

dominal distension is a prominent feature and usually some
tenderness is found. Although not occurring in the group

reported here, a patient who has not received his daily
methadone dose because of vomiting may display
withdrawal manifestations, and these may further confuse
the clinical picture. We have seen "rigidity" of the ab-
dominal muscuilature and very marked abdominal
tenderness in other methadone maintenance patients where
such findings were part of the "withdrawal syndrome." Rec-
tal examination often reveals soft stool in the rectal ampulla.

In our series, four of the five patients had x-ray studies of
the abdomen showing the classical pattern of intestinal
obstruction, i.e., dilated loops of small bowel containing air-
fluid levels.
However, the key to arriving at the proper diagnosis is

the radiological observance of much fecal material in the
colon. When this is paired with the clinical history of
methadone maintenance, it should lead to the correct
diagnosis. A cautionary note is in order lest the methadone
effect represents only an aggravating factor which may mask
some other pathological process causing mechanical
obstruction. Moreover, as in all instances of intestinal
obstruction, the clinician has a responsibility to think of and
periodically re-evalute the patient in terms of bowel
strangulation.

Proper treatment should begin with consideration of the
correct diagnosis. Awareness of the syndrome in chronic
methadone users is essential and may avoid unnecessary
surgery in these patients.
A comprehensive and thorough history and physical ex-

amination must be undertaken. Any abnormalities in hydra-
tion or any electrolyte imbalance should be corrected. The
patients are kept nil per mouth and fed intravenously. If
vomiting and abdominal distension are marked, naso-
gastric drainage must be instituted. Vital signs must be
closely monitored and important clinical and laboratory de-
terminations made, such as temperature, leukocyte count,
blood electrolytes, etc. In the early stages, re-assessment of
the physical findings in the abdomen and other pertinent
clinical determination should be pursued serially at ap-
propriate intervals. Once the patient's general condition has
stabilized and the possibility of bowel strangulation
eliminated, colonic enemas at four to six hour intervals may
be commenced. Bisacodyl suppositories may also be used.
Only when the enemas begin to yield stool and there is
clinical improvement, may oral cathartics be used. During
this period of treatment the patient must receive his
maintenance dose of methadone which is given paren-
terally.
The response to this mode of therapy is prompt and quite

dramatic. As soon as the patient has passed stool, his condi-
tion improves rapidly.
Once the acute problem has been resolved, we suggest

that all patients be adequately investigated, preferably prior
to their discharge from the hospital. Studies should include
sigmoidoscopy, a barium enema, an upper gastrointestinal
series and small bowel series. Some of these patients are un-
reliable and others, once their symptoms are relieved, will
not take time out for the indicated procedures after being
sent home, hence the necessity for the full investigation
while still in the hospital.

As methadone maintenance therapy becomes more

widely used, and since methadone maintenance may b a

lifetime program, we believe that the problem of acute in-
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testinal obstruiction secondary to the druig's use will be seen

more freqtuently. We suspect that already some of these in-
dividuials may have been operated upon unnecessarily.

Addendum

Since stibmitting this paper for publication we have become aware of
two patients with this syndrome at other institutions who were subjected to
laparotomy at which no obstruicting lesion was discovered.
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